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Abstract
IMPORTANCE Spontaneous (nontraumatic) intracerebral hemorrhage (ICH) is the most severe
complication of antithrombotic drug use.
OBJECTIVES To estimate the strength of association between use of antithrombotic drugs and risk
of ICH and to examine major changes in the incidence of ICH in the general population.
DESIGN, SETTING, AND PARTICIPANTS This case-control study of patients with a first-ever ICH
from January 1, 2005, to December 31, 2018, matched by age, sex, and calendar year with general
population controls (1:40 ratio), assessed case and control patients 20 to 99 years of age in
population-based nationwide registries in Denmark (population of 5.8 million).
EXPOSURES Use of low-dose aspirin, clopidogrel, a vitamin K antagonist (VKA), or a direct oral
anticoagulant (DOAC).
MAIN OUTCOMES AND MEASURES Association of ICH with antithrombotic drug use, annual age-
and sex-standardized incidence rate of ICH, and prevalence of treatment with antithrombotic drugs.
Conditional logistic regression models estimated adjusted odds ratios (aORs) (95% CIs) for the
association of antithrombotic drugs with ICH.
RESULTS Among 16 765 cases with ICH (mean [SD] age, 72.8 [13.1] years; 8761 [52.3%] male), 7473
(44.6%) were exposed to antithrombotic medications at the time of ICH onset. The association with
ICH was weakest for current use of low-dose aspirin (cases: 28.7%, controls: 22.6%; aOR, 1.51; 95%
CI, 1.44-1.59) and clopidogrel (cases: 6.2%, controls: 3.4%; aOR, 1.65; 95% CI, 1.47-1.84) and
strongest with current use of a VKA (cases: 12.0%, controls: 5.0%; aOR, 2.76; 95% CI, 2.58-2.96).
The association with ICH was weaker for DOACs (cases: 3.0%, controls: 1.8%; aOR, 1.83; 95% CI, 1.61-
2.07) than for VKAs. Compared with 2005, the prevalence of use of oral anticoagulants among
general population controls in 2018 was higher (3.8% vs 11.1%), predominantly because of increased
use of DOACs (DOACs: 0% vs 7.0%; VKA: 3.8% vs 4.2%). Antiplatelet drugs were used less
frequently (24.7% vs 21.4%) because of decreased use of low-dose aspirin (24.3% vs 15.3%), whereas
clopidogrel use increased (1.0% vs 6.8%). The age- and sex-standardized incidence rate of ICH
decreased from 33 per 100 000 person-years in 2005 to 24 per 100 000 person-years in 2018
(P < .001 for trend).
CONCLUSIONS AND RELEVANCE In Denmark from 2005 to 2018, use of antithrombotic drugs,
especially VKAs, was associated with ICH. Although use of oral anticoagulation increased
substantially during the study period, the incidence rate of ICH decreased.
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380
Key Points
Question Is use of antithrombotics
associated with intracerebral
hemorrhage (ICH), and is increased use
of these drugs in recent years associated
with increasing incidence of ICH
in Denmark?
Findings In this case-control study of
16 765 ICH cases, ICH was statistically
significantly associated with
antithrombotic drug use, including
vitamin K antagonists, direct oral
anticoagulants, clopidogrel, and
low-dose aspirin. Whereas
antithrombotic drug use (mainly direct
oral anticoagulants) increased during
2005 to 2018, the incidence of ICH
did not.
Meaning In Denmark, increased use of
antithrombotics was not associated with
an increase in the incidence of ICH.
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Introduction
Anticoagulant and antiplatelet drugs offer clear clinical benefits in the treatment and prevention of
thrombosis, but their use is also associated with an increased risk of intracerebral hemorrhage
(ICH).1-3 Although less common than gastrointestinal hemorrhage, ICH is a severe complication with
high case fatality in the setting of antithrombotic therapy.3,4 Therefore, the advent of direct oral
anticoagulants (DOACs) that were reported to be associated with reduced risk of ICH compared with
warfarin in clinical trials in patients with atrial fibrillation3 represented a major advance in oral
anticoagulant (OAC) therapy. However, although intracranial hemorrhages (encompassing
intracerebral, subdural, and subarachnoid hemorrhages) have been extensively studied as untoward
effects of DOACs in observational studies,2,5-28 this is less the case for ICH. Observational studies
that specifically present data on the risk of ICH associated with OAC use mostly predate the
introduction1,29,30 and more widespread use of DOACs2 or report data only on patients with atrial
fibrillation.31 Currently, preadmission use of OACs—alone or combined with antiplatelets—is relatively
frequent among patients admitted for ICH.32 Antithrombotic drugs are frequently used by older
people, the demographic segment with the largest projected increase worldwide in years to come.33
Observational studies can provide insights regarding the association of ICH with antithrombotic drug
use in the wider population, including vulnerable populations, such as older people and patients with
coexisting conditions, who are often less well represented in clinical trials.
Therefore, we conducted a large, population-based study to provide detailed analyses of the
association of use of OACs and antiplatelet drugs with risk of ICH. Furthermore, we examined
whether major changes in the landscape of antithrombotic therapy34-36 in recent years have
impacted the incidence rate of ICH,37 as reported for warfarin in the pre-DOAC era.38,39
Methods
In Denmark (population of 5.8 million), health services, including hospital care, are tax financed and
free of charge for all residents. All services are registered in nationwide registries under the same
unique person identifier, allowing complete linkage among registries. Within this setting, we
performed case-control analyses and descriptive analyses. In accordance with Danish law regarding
register-based research, the study was approved by the Region of Southern Denmark, and informed
consent was waived.40 Data were pseudonymized. This study followed the Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE) reporting guideline.
Source Population for Case-Control Study
The source population, providing cases and controls for this study, was all people 20 to 99 years of
age followed up from January 1, 2005, to December 31, 2018. We excluded people from the source
population if they had been residents of Denmark for less than 10 years or if they had a prior
diagnosis of ICH.
Cases and Controls
We defined cases as people within the source population who were admitted in 2005 to 2018 with a
first-ever diagnosis of spontaneous (nontraumatic) ICH according to the Danish Stroke Registry
(Stroke Registry).41 The date of admission was used as the index date. We sampled the Danish Civil
Registration System42 to identify 40 controls without ICH from the source population for each case.
Using risk-set sampling, we matched controls by birth year and sex to their index case and assigned
an index date identical to the index date of their corresponding case.43
Exposure to Antithrombotic Drugs
We determined exposure to antithrombotic drugs for cases and controls based on prescriptions
dispensed from 1995 and up to 1 day before the index date according to information from the Danish
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National Prescription Registry (Prescription Registry).44 In Denmark, low-dose aspirin is the only
antithrombotic available over the counter. In the study period, 90% or more of low-dose aspirin was
dispensed per prescription and therefore recorded in the Prescription Registry.45 On the basis of the
most recent episode of antithrombotic drug use, we classified this exposure into the following
categories: current use (prescription supply ended 0-30 days before index date), recent use (31-90
days before index date), past use (91-365 days before the index date), and nonuse (no supply in 365
days before the index date). We classified prescribed antiplatelet drugs into low-dose aspirin (only
available in doses of 150 mg in Denmark), clopidogrel, prasugrel, ticagrelor, or dipyridamole and
OACs into vitamin K antagonists (VKAs; warfarin and phenprocoumon) and DOACs (dabigatran,
rivaroxaban, apixaban, and edoxaban). Drug exposure assessment is further detailed in the
eMethods in the Supplement.
Potential Confounders
We used data from the Danish National Patient Register46 (Patient Registry) and the Prescription
Registry to classify each individual’s history of disorders and use of concomitant medications that we
regarded as potential confounders (listed below; for codes, see eTable 1 in the Supplement).
Statistical Analysis
We used conditional logistic regression to compute adjusted odds ratios (aORs) and 95% CIs for ICH
associated with use of low-dose aspirin, clopidogrel, VKAs (as a class and for warfarin), and DOACs
(as a class and for individual drugs) vs nonuse of antithrombotic drugs. The effect of dipyridamole
alone, with no concurrent use of low-dose aspirin, was not analyzed because, in accordance with
Danish stroke prevention guidelines, dipyridamole is only recommended in combination with
low-dose aspirin.47 Because use of prasugrel and ticagrelor was limited during the study period, we
did not perform analyses restricted to these drugs.
We adjusted analyses for the following potential confounders: history of chronic obstructive
pulmonary disease (as a marker of smoking); disorders indicative of high alcohol consumption;
hypertension; ischemic stroke; diabetes; chronic hepatic diseases; chronic renal failure; heart failure;
ischemic heart disease; peripheral artery disease; cancer; coagulopathy; and current use of
nonsteroidal anti-inflammatory drugs, selective serotonin reuptake inhibitors, statins, hormone
replacement therapy, or oral corticosteroid drugs. In analyses that focused on single antiplatelet drug
use, we also adjusted for current use of OACs. Similarly, in analyses for single OACs, we adjusted for
current use of antiplatelet drugs. We chose covariates included in the model described above, based
on current subject matter knowledge regarding potential confounders and known risk factors for
ICH. We evaluated differences in strength of association between subgroups or between different
outcomes by using the 2-sample Wald test.
In descriptive analyses, we estimated the annual incidence rate (IR) of ICH and fatal ICH
(eMethods in the Supplement) and corresponding age- and sex-standardized IRs using census data
from Statistics Denmark. We tested for trend (Poisson regression; eMethods in the Supplement) in
annual standardized IRs in the entire study period. For 4 age groups (20-64, 65-74, 75-84, and 85
years), we calculated the incidence rate ratios (IRRs) for ICH in the second half of the study period
(2012-2018) using the first half of the study period (2005-2011) as reference. For the same 2 periods,
we calculated prevalence ratios of current use of antithrombotics in the general population, as
represented by the exposure history of the controls.
We conducted several supplementary analyses, including analyses stratified by age and sex,
recency and duration of antithrombotic drug use, indication for use (atrial fibrillation vs venous
thromboembolism), and new use and naive use analyses (eMethods in the Supplement). Finally, we
gathered medical record information on patients recorded with an ICH diagnosis (Stroke Registry or
Patient Registry) in the Region of Southern Denmark (population of 1.2 million) in 2009-2017.48 In
this regional subset, we calculated standardized IRs and IRRs of verified spontaneous ICH for 3-year
time-bands (eMethods in the Supplement).
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Two-tailed P < .05 was considered statistically significant. All analyses were performed using
Stata SE software, version 16.1 (StataCorp).
Results
We identified a total of 16 765 incident cases of ICH (mean [SD] age, 72.8 [13.1] years; 8761 male
[52.3%]) in Denmark during the study period. A total of 7473 (44.6%) were taking antithrombotic
drugs at ICH onset. The 30-day case fatality of patients with ICH was 30.1% (eTable 2 in the
Supplement).
Compared with 660 477 controls, cases had higher levels of comorbidity for all disorders
included in the present analyses, including hypertension (OR, 1.47; 95% CI, 1.42-1.52), history of
ischemic stroke (OR, 3.15; 95% CI, 3.02-3.28), atrial fibrillation (OR, 1.90; 95% CI, 1.81-1.99), and
illnesses indicative of high alcohol use (OR, 2.35; 95% CI, 2.22-2.49) (eTable 2 in the Supplement).
Preadmission medication use was more frequent among cases than controls for the drugs included as
covariates (nonaspirin nonsteroidal anti-inflammatory drugs: 3221 [19.2%] cases vs 120 919 [18.3%]
controls; selective serotonin reuptake inhibitors: 2317 [13.8%] cases vs 59 194 [9.0%] controls;
statins: 4896 [29.2%] cases vs 177 460 [26.9%] controls; oral corticosteroids: 1201 [7.2%] cases vs
43 992 [6.7%] controls) except for hormone replacement therapy (1190 [14.9%] cases vs 50 989
[16.1%] controls) (eTable 2 in the Supplement).
Current use of low-dose aspirin (aOR, 1.51; 95% CI, 1.44-1.59), clopidogrel (aOR, 1.65; 95% CI,
1.47-1.84), DOAC (aOR, 1.83; 95% CI, 1.61-2.07), and VKA (aOR, 2.76; 95% CI, 2.58-2.96) was
associated with higher risk of ICH. Associations of current use of individual antithrombotics with risk
of ICH did not vary by sex; however, associations were stronger in younger age groups for all
antithrombotics (eTable 3 in the Supplement). In analyses for individual anticoagulants, current use
of all OACs except dabigatran (aOR, 0.82; 95% CI, 0.62-1.09) was associated with higher risk of ICH
(Table 1). Associations of recency and duration of antithrombotic use with risk of ICH are presented
in eTables 4 and 5 in the Supplement. Subanalyses by indication for OAC therapy returned similar
results to main analyses for patients with atrial fibrillation; for patients with VTE, the risk of ICH was
similar for DOACs and VKAs (eTable 6 in the Supplement).
The risk of ICH associated with the use of antithrombotic drug combinations varied across
regimens of treatment, with the lowest risk being associated with low-dose aspirin and dipyridamole
(aOR, 1.49; 95% CI, 1.31-1.69) and the highest risk observed with triple therapy with VKAs, low-dose
aspirin, and clopidogrel (OR, 5.84; 95% CI, 3.34-10.22) (Wald test for overall difference in effect
estimates, P < .001) (Table 1).
The strongest association with fatal ICH was found with current use of VKAs (aOR, 4.41; 95% CI,
3.94-4.94) and the weakest with low-dose aspirin use (aOR, 1.99; 95% CI, 1.82-2.17). For nonfatal
ICH, the strongest association was found with VKAs (aOR, 2.18; 95% CI, 2.00-2.38) and the weakest
with clopidogrel (OR, 1.32; 95% CI, 1.15-1.51) (Table 2).
Analyses for individual antithrombotics restricted to the later study period (2014-2018)
(eTable 7 in the Supplement) returned risk estimates that were similar to main analyses. Analyses of
duration of naive use of individual DOACs had no major association with risk estimates (eTable 8 in
the Supplement). In the late period analyses with current use of a VKA as reference group, risk of ICH
was lower with current DOAC use (aOR, 0.78; 95% CI, 0.65-0.89) (eTable 9 in the Supplement). In
corresponding analyses of individual DOACs with current use of warfarin as the reference group,
dabigatran was associated with lowest risk of ICH (aOR, 0.34; 95% CI, 0.25-0.44), followed by
apixaban (aOR, 0.73; 95% CI, 0.61-0.88), whereas rivaroxaban was associated with the highest risk
of ICH (aOR, 1.20; 95% CI, 1.03-1.41). Standard dose of a DOAC was more strongly associated with ICH
than reduced dose (aOR, 1.41; 95% CI, 1.16-1.70); however, in analyses of individual DOACs, no clear
dose-response association was found (eTable 10 in the Supplement).
Data for this study did not include information on socioeconomic status, a potential confounder.
However, in a similar Danish data set at our disposal (eMethods in the Supplement), we found that
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addition of education and income covariates to the main model had a minor association with the
results (eTable 11 in the Supplement). Finally, in a negative control analysis49 (eMethods in the
Supplement), current use of proton pump inhibitors was not associated with risk of ICH (aOR, 1.04;
95% CI, 0.99-1.09).
Descriptive Analyses
We calculated the annual IR of ICH in Denmark in 2005 to 2018 (Figure; eTable 12 in the
Supplement). Comparisons between the second and first half of the study period yielded IRRs of
0.87 (95% CI, 0.85-0.90) for ICH overall and 0.70 (95% CI, 0.66-0.74) for fatal ICH; corresponding
estimates for those 85 years and older were 0.91 (95% CI, 0.85-0.98) for ICH overall and 0.70 (95%
CI, 0.66-0.74) for fatal ICH (Table 3 ). In subanalyses, we calculated annual IRs using the Patient
Registry as source for ICH cases (as opposed to the Stroke Registry in main analyses); we also
calculated IRs for ICH in Western Denmark as explained in eFigures 1 and 2 in the Supplement. The
IRRs based on these subanalyses produced results similar to main analyses. However, for patients 85
Table 1. Current Use of Antithrombotics and Risk of Intracerebral Hemorrhage in Denmark, 2005-2018
Drug
No. (%) cases
(n = 16 765)
No. (%) controls
(n = 660 477) OR (95% CI)a Adjusted OR (95% CI)b




Low-dose aspirine 4818 (28.7) 149 242 (22.6) 1.86 (1.78-1.93) 1.51 (1.44-1.59)
Clopidogrele 1036 (6.2) 22 223 (3.4) 2.68 (2.50-2.88) 1.65 (1.47-1.84)
Anticoagulant drugd
DOACe,f 511 (3.0) 11 774 (1.8) 2.47 (2.23- 2.73) 1.83 (1.61-2.07)
Dabigatran 74 (0.4) 3922 (0.6) 1.07 (0.84-1.36) 0.82 (0.62-1.09)
Rivaroxaban 271 (1.6) 3973 (0.6) 3.85 (3.35-4.42) 2.96 (2.49-3.53)
Apixaban 165 (1.0) 3856 (0.6) 2.46 (2.07-2.93) 1.63 (1.30-2.05)
Edoxaban 5 (0.0) 96 (0.0) 3.04 (1.19-7.78) 4.55 (1.26-16.41)
VKAe 2009 (12.0) 33 275 (5.0) 3.49 (3.31-3.69) 2.76 (2.58-2.96)
Warfarin 1957 (11.7) 32 237 (4.9) 3.51 (3.32-3.71) 2.76 (2.57-2.96)
Current single
antithrombotic drug useg,h
Low-dose aspirin 3060 (18.3) 118 824 (18.0) 1.45 (1.39-1.52) 1.40 (1.33-1.48)
Clopidogrel 597 (3.6) 13 166 (2.0) 2.62 (2.39-2.87) 1.48 (1.31-1.67)
DOACi 327 (2.0) 8039 (1.2) 2.30 (2.03-2.60) 1.80 (1.58-2.06)





667 (4.0) 11 427 (1.7) 3.29 (3.02-3.59) 1.49 (1.31-1.69)
Low-dose aspirin and
clopidogrel
192 (1.1) 4667 (0.7) 2.26 (1.94-2.62) 1.56 (1.30-1.87)
Low-dose aspirin and
DOACi
35 (0.2) 665 (0.1) 2.91 (2.04-4.17) 2.51 (1.72-3.65)
Low-dose aspirin and VKA 486 (2.9) 6035 (0.9) 4.45 (4.02-4.93) 3.76 (3.33-4.25)
Clopidogrel and DOAC 7 (0.0) 119 (0.0) 3.52 (1.57-7.87) 1.69 (0.73-3.92)





5 (0.0) 64 (0.0) 4.34 (1.65-11.43) 4.02 (1.45-11.14)
Low-dose aspirin,
clopidogrel, and VKA
19 (0.1) 155 (0.0) 7.17 (4.27-12.04) 5.84 (3.34-10.22)
Abbreviations: DOAC, direct oral anticoagulant; OR,
odds ratio; VKA, vitamin K antagonist.
a Adjusted for age, sex, and calendar period (year)
by design.
b Adjusted for age, sex, and calendar period (by
design) and the following, based on register data:
hypertension, previous ischemic stroke, diabetes,
chronic renal insufficiency, chronic hepatic disease,
coagulopathy, heart failure, ischemic heart disease,
peripheral artery disease, cancer, high alcohol
consumption, chronic obstructive pulmonary
disease, use of oral anticoagulants, low-dose aspirin,
clopidogrel, other adenosine diphosphate inhibitors
(ticagrelor or prasugrel), statins, nonsteroidal anti-
inflammatory drugs, selective serotonin reuptake
inhibitors, hormone replacement therapy, or oral
corticosteroid drugs. In drug-specific analyses of
anticoagulants use of oral anticoagulants individual
variables for use of dabigatran, rivaroxaban,
apixaban, edoxaban, or warfarin were adjusted for.
c Nonuse of any antithrombotic drug is defined as no
use of any antiplatelet or anticoagulant in the 12
months preceding the index date.
d Within last 12 months before the index date.
e Concurrent use or previous use (within 12 months
before index date) of other antithrombotic drugs
included.
f Current users of more than 1 DOAC (<5 cases and 95
controls) (eg, due to switching, only contributed
once in analyses of DOAC as a class of drugs).
g Use 0 to 30 days before the index date.
h Users of 2 or more antithrombotic drugs within 12
months of the index date are excluded.
i Users of more than 1 type of DOAC in 12 months
before the index date are excluded.
j Users of 3 or more antithrombotic drugs within 12
months before the index date are excluded.
k Users of 4 or more antithrombotic drugs within 12
months before the index date are excluded.
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years and older, analyses of Western Denmark based on the Patient Registry produced IRRs above
unity (eg, overall ICH: 1.13; 95% CI, 1.04-1.24) (eTable 13 in the Supplement). The regional subset
analyses based on verified cases of spontaneous ICH in the Region of Southern Denmark returned
Table 2. Association of Current Antithrombotic Use With Fatal ICH (Died Within 30 Days of Onset)
and Nonfatal ICH (Alive 30 Days After Onset)
Antithrombotic use No. (%) of cases No. (%) of controls OR (95% CI)a Adjusted OR (95% CI)b




1787 (35.5) 118 153 (59.3) 1 [Reference] 1 [Reference]
Current used,e
Low-dose aspirin 1852 (36.8) 53 265 (26.7) 2.58 (2.40-2.76) 1.99 (1.82-2.17)
Clopidogrel 411 (8.2) 7304 (3.7) 4.23 (3.75-4.78) 2.64 (2.18-3.20)
DOAC 182 (3.6) 3889 (2.0) 3.31 (2.75-3.98) 2.62 (2.09-3.29)
VKA 894 (17.7) 11 807 (5.9) 5.69 (5.20-6.23) 4.41 (3.94-4.94)
Nonfatal ICH (n = 11 727
cases and 461 239 controls)
Nonuse of any
antithrombotic drugc
6567 (56.0) 312 123 (67.7) 1 [Reference] 1 [Reference]
Current used,e
Low-dose aspirin 2966 (25.3) 95 977 (20.8) 1.60 (1.53-1.68) 1.33 (1.26-1.42)
Clopidogrel 625 (5.3) 14 919 (3.2) 2.17 (1.98-2.37) 1.32 (1.15-1.51)
DOAC 329 (2.8) 7885 (1.7) 2.18 (1.92-2.47) 1.59 (1.37-1.86)
VKA 1115 (9.5) 21 468 (4.7) 2.69 (2.50-2.88) 2.18 (2.00-2.38)
Abbreviations: DOAC, direct oral anticoagulant; ICH, intracerebral hemorrhage; OR, odds ratio; VKA, vitamin K antagonist.
a Adjusted for age, sex, and calendar period (year) by design.
b Adjusted for age, sex, and calendar period (by design) and the following, based on register data: hypertension, previous
ischemic stroke, diabetes, chronic renal insufficiency, chronic hepatic disease, coagulopathy, heart failure, ischemic heart
disease, peripheral artery disease, cancer, high alcohol consumption, chronic obstructive pulmonary disease, use of oral
anticoagulants, low-dose aspirin, clopidogrel, other adenosine diphosphate inhibitors (ticagrelor or prasugrel), statins,
nonsteroidal anti-inflammatory drugs, selective serotonin reuptake inhibitors, hormone replacement therapy, or oral
corticosteroid drug.
c Nonuse of any antithrombotic drug is defined as no use of any antiplatelet or anticoagulant in the 12 months preceding
the index date.
d Treatment episode ending 0 to 30 days before the index date.
e Concurrent use or previous use (within 12 months before the index date) of other antithrombotic drugs included.
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Year
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Nonfatal (alive ≥30 d after intracerebral
hemorrhage onset)
C
Women 20-64 y of age
Women 65-74 y of age
Women ≥75 y of age
Men 20-64 y of age
Men 65-74 y of age
Men ≥75 y of age
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estimates of IRRs indicative of no change in IRs in the period examined (2009-2017); for those 85
years and older, point estimates for IRRs in the latest period (2015-2017) were above unity (1.25; 95%
CI, 1.00-1.56) (eTable 14 and eFigure 3 in the Supplement).
Compared with 2005, current drug use among controls in 2018 was higher for antithrombotics
overall (27.6% vs 31.7%), for OACs (overall: 3.8% vs 11.1%; DOACs: 0% vs 7.0%; VKAs: 3.8% vs 4.2%),
and for clopidogrel (1.0% vs 6.8%) but was lower for antiplatelet drugs overall (24.7% vs 21.4%)
because of lower use of low-dose aspirin (24.3% vs 15.3%) (eTable 15 in the Supplement). We
observed similar patterns in analyses stratified by age and sex (eg, among men 85 years of age for
2005 vs 2018: antithrombotics overall: 42.8% vs 56.9%; OACs: 4.5% vs 24.3%; DOACs: 0% vs
14.5%; VKAs: 4.5% vs 10%; antiplatelet drugs: 39.2% vs 34.4%; low-dose aspirin: 38.6% vs 23.9%;
clopidogrel: 1.0% vs 11.5%). Corresponding age- and sex-standardized figures within the first and
second parts of the study period are presented in Table 4.
We also calculated annual rates of current use of OACs among ICH cases (eFigure 4 in the
Supplement). In 2018, the last year of the study period, 20.2% of cases were current users of OACs
(DOACs: 12.9%; VKAs: 7.5%) and 26.4% were current users of antiplatelet drugs. Among men with
ICH 85 years or older, the corresponding percentages were 31.1% for OACs (DOACs: 18.9%; VKAs:
12.2%) and 33.8% for antiplatelet drugs.
Discussion
In this case-control study that included 16 765 patients with ICH, antithrombotic treatment was
associated with higher risk of ICH. The risk was highest for a VKA, particularly when combined with
single or dual antiplatelet drug therapy. The lowest risk of ICH was seen with single antiplatelet
therapy. Direct oral anticoagulants were associated with an intermediate risk between antiplatelet
drugs and VKAs. The OR of fatal ICH associated with antithrombotic drug use was lowest for
low-dose aspirin, intermediate for clopidogrel and DOACs, and highest for VKAs.
Compared with warfarin, dabigatran and apixaban were associated with a lower risk of ICH,
whereas rivaroxaban was associated with a risk of ICH similar to warfarin’s. These results are in line
with the only previous study2 of ICH risk in association with OAC use in the wider population. In
addition, these findings are similar to those reported in some studies15,23,25,31 of the risk of
intracranial hemorrhage with OAC use, including 2 recent large observational studies24,50 of DOAC
safety and effectiveness; however, most of these studies24,25,31,50 found that all DOACs, including
rivaroxaban, had lower risk estimates than warfarin.
Table 3. Incidence Rate of ICH per 100 000 Person-years
Age group, y
2005-2011 2012-2018
Incidence rate ratio (95% CI)b P valueNo. of cases sIR (95% CI)a No. of cases sIR (95% CI)a
All ICH
All 8450 29.9 (29.3-30.5) 8315 26.2 (25.6-26.7) 0.87 (0.85-0.90) <.001
20-64 2236 9.8 (9.4-10.2) 2044 9.0 (8.6-9.4) 0.92 (0.86-0.97) .005
65-74 2024 60.2 (57.8-62.8) 2166 49.2 (47.1-51.5) 0.82 (0.77-0.87) <.001
75-84 2756 142 (137-147) 2659 123 (118-128) 0.87 (0.82-0.91) <.001
≥85 1434 193 (183-203) 1446 176 (167-185) 0.91 (0.85-0.98) .01
Fatal ICHc
All 2818 10.0 (9.6-10.3) 2220 7.0 (6.7-7.3) 0.70 (0.66-0.74) <.001
20-64 446 2.0 (1.8-2.1) 252 1.1 (1.0-1.3) 0.57 (0.49-0.66) <.001
65-74 596 17.6 (16.4-19.0) 451 10.3 (9.3-11.3) 0.58 (0.51-0.66) <.001
75-84 1112 57.2 (54.0-60.7) 1517 40.4 (37.7-43.3) 0.71 (0.64-0.77) <.001
≥85 664 89.7 (83.2-96.6) 650 78.7 (72.7-85.2) 0.88 (0.79-0.98) .02
Abbreviations: ICH, intracerebral hemorrhage; sIR, standardized incidence rate.
a Age (5-year bands) and sex standardized to 2011 population in Denmark.
b Second half (2012-2018) vs first half (2005-2011) of study period.
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This study found that a higher (ie, standard) dose of a DOAC was associated with a higher risk of
ICH than reduced DOAC dose. To our knowledge, no other observational studies have assessed the
risk of ICH by dose. The results of this study on the association between DOAC dose and risk of ICH
should be interpreted with caution because unmeasured factors (ie, other than standard
recommendations) probably influence choice of dose.51 We note, however, that our findings are in
Table 4. Prevalence of Use of Antithrombotic Drugs in the General Population Controls in 2005-2011 vs 2012-2018a
Age group, y
2005-2011 2012-2018
Prevalence ratio (95% CI)c P valueNo. of controls
Standardized




All 16 022 4.8 28 779 8.6 1.78 (1.74-1.81) <.001
20-64 1130 1.3 1211 1.6 1.19 (1.10-1.29) <.001
65-74 3532 4.4 5630 6.4 1.46 (1.40-1.52) <.001
75-84 8062 7.4 13 484 12.6 1.71 (1.66-1.75) <.001
≥85 3298 5.7 8454 14.5 2.52 (2.43-2.62) <.001
Vitamin K antagonist
All 15 969 4.8 17 306 5.2 1.08 (1.06-1.11) <.001
20-64 1128 1.3 803 1.0 0.79 (0.72-0.87) <.001
65-74 3513 4.4 3433 4.0 0.91 (0.87-0.95) <.001
75-84 8036 7.4 8392 8.0 1.08 (1.05-1.11) <.001
≥85 3292 5.7 4678 8.1 1.41 (1.35-1.47) <.001
Direct oral anticoagulant
All 60 0 11 714 3.4 196 (152-251) <.001
20-64e <5 0 415 0.5 234 (58-947) <.001
65-74e <25 0 2241 2.5 99 (66-151) <.001
75-84 29 0 5207 4.8 180 (125-258) <.001
≥85 7 0 3851 6.6 560 (267-1176) <.001
Any antiplatelet drugf
All 87 638 26.4 78 325 23.7 0.90 (0.89-0.90) <.001
20-64 7501 8.7 5954 7.7 0.88 (0.86-0.91) <.001
65-74 19 236 24 18 414 21.5 0.90 (0.88-0.91) <.001
75-84 37 908 34.7 33 083 31.5 0.91 (0.90-0.92) <.001
≥85 22 993 40.2 20 874 36.2 0.90 (0.89-0.91) <.001
Low-dose aspirin
All 85 133 25.6 64 109 19.4 0.76 (0.75-0.77) <.001
20-64 7263 8.4 5006 6.4 0.77 (0.74-0.79) <.001
65-74 18 689 23.3 15 344 18 0.77 (0.76-0.79) <.001
75-84 36 749 33.6 27 004 25.8 0.77 (0.76-0.78) <.001
≥85 22 432 39.3 16 755 29.2 0.74 (0.73-0.75) <.001
Clopidogrel
All
20-64 578 0.7 1212 1.6 2.34 (2.12-2.58) <.001
65-74 1210 1.5 3760 4.3 2.87 (2.70-3.06) <.001
75-84 2197 2.0 7317 6.8 3.39 (3.24-3.56) <.001
≥85 1091 1.9 4858 8.3 4.41 (4.14-4.70) <.001
Abbreviation: ICH, intracerebral hemorrhage.
a Controls were randomly selected among individuals in the general population who
matched ICH cases with regard to age, sex, and calendar time (index date, see text).
Current use defined as treatment episode with the drug within a month (0-30 days) of
the date of selection as control.
b Age (5-year bands) and sex standardized to 2011 population in Denmark.
c Second half (2012-2018) vs first half (2005-2011) of study period.
d Vitamin K antagonist or direct oral anticoagulant.
e Exact numbers not reported for strata with less than 5 patients (and here also for
another connected sparse stratum) in accordance with Danish National Board of Data
regulations.
f Low-dose aspirin or clopidogrel.
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line with the results on risk of intracranial hemorrhage reported in 2 randomized clinical trials52,53
that specifically addressed dose-response effects.
This article presents novel data on temporal changes in the incidence of ICH and associated
changes in patterns of antithrombotic drug use, including DOACs, whereas previous studies38,39,54
of this issue focused exclusively on the role of warfarin. The IR of ICH (overall and fatal) decreased
within the 14-year study period despite the increased use of OACs, including among individuals 75
years and older, who were the age group most frequently treated with OACs. Improved awareness
and control of hypertension in recent decades probably plays a central role in the observed decrease
in ICH incidence rates.38,55 However, a major part of this decrease occurred in the first half of the
study period, whereas temporal trends with respect to increased use of OACs were more marked in
the second half of the study period. Our comparisons of these 2 periods indicate that the IR of ICH
may have leveled in recent years or even increased slightly among older patients, coinciding with
more widespread use of anticoagulants. Whatever the case, it is imperative that these findings be
held up against the known substantial net clinical benefits of antithrombotic drugs in patients with
clear therapeutic indications.3,56-58
Strengths and Limitations
This study has strengths. Its main strength is its large size and its setting, where access to the health
care system is independent of income level. The administrative registers provided complete
coverage of prospectively collected data on all Danish residents, whereby recall bias was eliminated
and selection bias minimized.
The study also has limitations. The Stroke Registry was used for case ascertainment because
approximately 80% of cases recorded in this source were spontaneous ICHs,48 the focus of the
study. The estimates of IRs for spontaneous ICH based on the Stroke Registry data were in line with
previous reports59-61 from high-income countries with predominantly White populations. However,
according to a recent validation study, 21% of spontaneous ICH cases were not recorded in the Stroke
Registry, and the sensitivity of this source was reported to have decreased over time.48
Supplementary analyses were therefore conducted based on the Patient Registry, which is reported
to have a more stable sensitivity but a lower positive predictive value than the Stroke Registry.48 The
findings of these supplemental analyses were compatible with a decrease in IRs of ICH in the study
period. Nevertheless, the decrease observed in the main analyses could possibly be due to the
above-mentioned temporal changes of sensitivity of the Stroke Registry. Of note, analyses of the
regional subset, based on verified cases of spontaneous ICH, indicated largely unchanged IRs for
2009 to 2017 (overall and for those 75 years and older) and a possible slight increase in IRs among
those 85 years and older.
Small numbers prevented us from assessing the association of use of prasugrel and ticagrelor
with the risk of ICH and from evaluating edoxaban as extensively as other DOACs. Data on
international normalized ratio were lacking29; therefore, this factor’s influence on the risk of ICH
among patients using a VKA could not be assessed. Data on tobacco and alcohol consumption were
also lacking. However, high alcohol use was classified based on register data, an approach
demonstrated to produce results similar to those when medical records are used as the source of
information.62 Because this study is observational, residual confounding by factors included in our
model and unmeasured potential confounders cannot be ruled out.
Conclusions
In Denmark, use of DOACs was associated with lower risk of ICH than use of a VKA. A marked increase
in OAC use in the study period can be nearly all ascribed to increased DOAC use and does not appear
to be associated with an increase in incidence of ICH. However, practitioners now face a higher
proportion of older patients with OAC-associated ICH. Because ICH is associated with significant
mortality, strategies for reducing occurrence and impact are needed.
JAMA Network Open | Neurology Trends in Incidence of Intracerebral Hemorrhage and Association With Antithrombotic Drug Use
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380 (Reprinted) May 5, 2021 9/14
Downloaded From: https://jamanetwork.com/ on 05/06/2021
ARTICLE INFORMATION
Accepted for Publication: March 11, 2021.
Published: May 5, 2021. doi:10.1001/jamanetworkopen.2021.8380
Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2021 Hald SM
et al. JAMA Network Open.
Corresponding Author: David Gaist, MD, PhD, Department of Neurology, Odense University Hospital, J. B.
Winsløws Vej 4, 5000 Odense C, Denmark (dgaist@health.sdu.dk).
Author Affiliations: Research Unit for Neurology, Odense University Hospital, Odense, Denmark (Hald, Gaist);
University of Southern Denmark, Odense (Hald, Gaist); Open Patient Data Explorative Network (OPEN), Odense
University Hospital, Odense, Denmark (Möller); Department of Clinical Research, University of Southern Denmark,
Odense (Möller); Centro Español Investigación Farmacoepidemiológica, Madrid, Spain (García Rodríguez); Centre
for Clinical Brain Sciences, University of Edinburgh, Edinburgh, United Kingdom (Salman); Division of Neurology,
Department of Medicine, Population Health Research Institute, McMaster University, Hamilton, Ontario, Canada
(Sharma); Department of Neurology, Bispebjerg Hospital and University of Copenhagen, Copenhagen, Denmark
(Christensen); Department of Clinical Pharmacology, Aarhus University Hospital, Aarhus, Denmark (Hellfritzsch);
Department of Clinical Pharmacology and Pharmacy, University of Southern Denmark, Odense (Hellfritzsch,
Pottegård, Hallas).
Author Contributions: Drs Möller and Gaist had full access to all the data in the study and take responsibility for
the integrity of the data and the accuracy of the data analysis.
Concept and design: Hald, García Rodríguez, Al-Shahi Salman, Pottegård, Gaist.
Acquisition, analysis, or interpretation of data: All authors.
Drafting of the manuscript: Hald, Gaist.
Critical revision of the manuscript for important intellectual content: All authors.
Statistical analysis: Hald, Möller, Gaist.
Supervision: Christensen, Pottegård, Hallas, Gaist.
Conflict of Interest Disclosures: Dr García Rodríguez reported receiving personal fees from Bayer AG outside the
submitted work. Dr Al-Shahi Salman reported receiving special project grants from the British Heart Foundation
for RESTART (Restart or Stop Antithrombotics Randomised Trial) and SoSTART (Start or Stop Anticoagulants
Randomised Trial) paid to the University of Edinburgh and grants from GE Healthcare paid to the University of
Edinburgh outside the submitted work. Dr Sharma reported receiving grants from Bayer, BMS, and Portola and
personal fees from Pfizer and Bayer outside the submitted work. Dr Christensen reported serving as a steering
committee member and national lead in the TICH-2 (Tranexamic Acid for Hyperacute Primary Intracerebral
Haemorrhage) and ANNEXA-I (Andexanet Alfa in Acute Intracranial Hemorrhage in Patients Receiving an Oral
Factor Xa Inhibitor) trials. Dr Pottegård reported receiving grants from Alcon, Almirall, Astellas, Astra-Zeneca,
Boehringer-Ingelheim, Novo Nordisk, Servier, and LEO Pharma outside the submitted work. Dr Gaist reported
receiving speak honoraria from Bristol-Myers Squibb outside the submitted work. No other disclosures were
reported.
Additional Contributions: The staff of the Danish Clinical Quality Program–National Clinical Registries (RKKP) and
the Danish Stroke Registry performed data collection and delivery. Staff members were compensated only with
their salaries.
REFERENCES
1. García-Rodríguez LA, Gaist D, Morton J, Cookson C, González-Pérez A. Antithrombotic drugs and risk of
hemorrhagic stroke in the general population. Neurology. 2013;81(6):566-574. doi:10.1212/WNL.
0b013e31829e6ffa
2. Gulati S, Solheim O, Carlsen SM, et al. Risk of intracranial hemorrhage (RICH) in users of oral antithrombotic
drugs: Nationwide pharmacoepidemiological study. PLoS One. 2018;13(8):e0202575. doi:10.1371/journal.pone.
0202575
3. Ruff CT, Giugliano RP, Braunwald E, et al. Comparison of the efficacy and safety of new oral anticoagulants with
warfarin in patients with atrial fibrillation: a meta-analysis of randomised trials. Lancet. 2014;383(9921):955-962.
doi:10.1016/S0140-6736(13)62343-0
4. McQuaid KR, Laine L. Systematic review and meta-analysis of adverse events of low-dose aspirin and
clopidogrel in randomized controlled trials. Am J Med. 2006;119(8):624-638. doi:10.1016/j.amjmed.2005.10.039
5. Larsen TB, Gorst-Rasmussen A, Rasmussen LH, Skjøth F, Rosenzweig M, Lip GYH. Bleeding events among new
starters and switchers to dabigatran compared with warfarin in atrial fibrillation. Am J Med. 2014;127(7):650-
656.e5. doi:10.1016/j.amjmed.2014.01.031
JAMA Network Open | Neurology Trends in Incidence of Intracerebral Hemorrhage and Association With Antithrombotic Drug Use
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380 (Reprinted) May 5, 2021 10/14
Downloaded From: https://jamanetwork.com/ on 05/06/2021
6. Villines TC, Schnee J, Fraeman K, et al. A comparison of the safety and effectiveness of dabigatran and warfarin
in non-valvular atrial fibrillation patients in a large healthcare system. Thromb Haemost. 2015;114(6):1290-1298.
doi:10.1160/TH15-06-0453
7. Nishtala PS, Gnjidic D, Jamieson HA, Hanger HC, Kaluarachchi C, Hilmer SN. ‘Real-world’ haemorrhagic rates for
warfarin and dabigatran using population-level data in New Zealand. Int J Cardiol. 2016;203:746-752. doi:10.
1016/j.ijcard.2015.11.067
8. Graham DJ, Reichman ME, Wernecke M, et al. Stroke, bleeding, and mortality risks in elderly Medicare
beneficiaries treated with dabigatran or rivaroxaban for nonvalvular atrial fibrillation. JAMA Intern Med. 2016;176
(11):1662-1671. doi:10.1001/jamainternmed.2016.5954
9. Yao X, Abraham NS, Sangaralingham LR, et al. Effectiveness and safety of dabigatran, rivaroxaban, and
apixaban versus warfarin in nonvalvular atrial fibrillation. J Am Heart Assoc. 2016;5(6):e003725. doi:10.1161/JAHA.
116.003725
10. Larsen TB, Skjøth F, Nielsen PB, Kjældgaard JN, Lip GYH. Comparative effectiveness and safety of non-vitamin
K antagonist oral anticoagulants and warfarin in patients with atrial fibrillation: propensity weighted nationwide
cohort study. BMJ. 2016;353:i3189. doi:10.1136/bmj.i3189
11. Avgil-Tsadok M, Jackevicius CA, Essebag V, et al. Dabigatran use in elderly patients with atrial fibrillation.
Thromb Haemost. 2016;115(1):152-160. doi:10.1160/TH15-03-0247
12. Noseworthy PA, Yao X, Abraham NS, Sangaralingham LR, McBane RD, Shah ND. Direct comparison of
dabigatran, rivaroxaban, and apixaban for effectiveness and safety in nonvalvular atrial fibrillation. Chest. 2016;
150(6):1302-1312. doi:10.1016/j.chest.2016.07.013
13. Deitelzweig S, Luo X, Gupta K, et al. Comparison of effectiveness and safety of treatment with apixaban vs.
other oral anticoagulants among elderly nonvalvular atrial fibrillation patients. Curr Med Res Opin. 2017;33(10):
1745-1754. doi:10.1080/03007995.2017.1334638
14. Li XS, Deitelzweig S, Keshishian A, et al. Effectiveness and safety of apixaban versus warfarin in non-valvular
atrial fibrillation patients in “real-world” clinical practice: a propensity-matched analysis of 76,940 patients.
Thromb Haemost. 2017;117(6):1072-1082. doi:10.1160/TH17-01-0068
15. Halvorsen S, Ghanima W, Fride Tvete I, et al. A nationwide registry study to compare bleeding rates in patients
with atrial fibrillation being prescribed oral anticoagulants. Eur Heart J Cardiovasc Pharmacother. 2017;3
(1):28-36. doi:10.1093/ehjcvp/pvw031
16. Bengtson LGS, Lutsey PL, Chen LY, MacLehose RF, Alonso A. Comparative effectiveness of dabigatran and
rivaroxaban versus warfarin for the treatment of non-valvular atrial fibrillation. J Cardiol. 2017;69(6):868-876. doi:
10.1016/j.jjcc.2016.08.010
17. Adeboyeje G, Sylwestrzak G, Barron JJ, et al. Major bleeding risk during anticoagulation with warfarin,
dabigatran, apixaban, or rivaroxaban in patients with nonvalvular atrial fibrillation. J Manag Care Spec Pharm.
2017;23(9):968-978. doi:10.18553/jmcp.2017.23.9.968
18. Palamaner Subash Shantha G, Bhave PD, Girotra S, et al. Sex-specific comparative effectiveness of oral
anticoagulants in elderly patients with newly diagnosed atrial fibrillation. Circ Cardiovasc Qual Outcomes. 2017;10
(4):e003418. doi:10.1161/CIRCOUTCOMES.116.003418
19. Li X, Keshishian A, Hamilton M, et al. Apixaban 5 and 2.5 mg twice-daily versus warfarin for stroke prevention
in nonvalvular atrial fibrillation patients: comparative effectiveness and safety evaluated using a propensity-score-
matched approach. PLoS One. 2018;13(1):e0191722. doi:10.1371/journal.pone.0191722
20. Chan Y-H, See L-C, Tu H-T, et al. Efficacy and safety of apixaban, dabigatran, rivaroxaban, and warfarin in asians
with nonvalvular atrial fibrillation. J Am Heart Assoc. 2018;7(8):e008150. doi:10.1161/JAHA.117.008150
21. Vinogradova Y, Coupland C, Hill T, Hippisley-Cox J. Risks and benefits of direct oral anticoagulants versus
warfarin in a real world setting: cohort study in primary care. BMJ. 2018;362:k2505. doi:10.1136/bmj.k2505
22. Forslund T, Wettermark B, Andersen M, Hjemdahl P. Stroke and bleeding with non-vitamin K antagonist oral
anticoagulant or warfarin treatment in patients with non-valvular atrial fibrillation: a population-based cohort
study. Europace. 2018;20(3):420-428. doi:10.1093/europace/euw416
23. Själander S, Sjögren V, Renlund H, Norrving B, Själander A. Dabigatran, rivaroxaban and apixaban vs. high TTR
warfarin in atrial fibrillation. Thromb Res. 2018;167:113-118. doi:10.1016/j.thromres.2018.05.022
24. Lip GYH, Keshishian A, Li X, et al. Effectiveness and safety of oral anticoagulants among nonvalvular atrial
fibrillation patients. Stroke. 2018;49(12):2933-2944. doi:10.1161/STROKEAHA.118.020232
25. Graham DJ, Baro E, Zhang R, et al. Comparative stroke, bleeding, and mortality risks in older Medicare patients
treated with oral anticoagulants for nonvalvular atrial fibrillation. Am J Med. 2019;132(5):596-604.e11. doi:10.
1016/j.amjmed.2018.12.023
JAMA Network Open | Neurology Trends in Incidence of Intracerebral Hemorrhage and Association With Antithrombotic Drug Use
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380 (Reprinted) May 5, 2021 11/14
Downloaded From: https://jamanetwork.com/ on 05/06/2021
26. Seiffge DJ, Paciaroni M, Wilson D, et al; CROMIS-2, RAF, RAF-DOAC, SAMURAI, NOACISP LONGTERM,
Erlangen and Verona registry collaborators. Direct oral anticoagulants versus vitamin K antagonists after recent
ischemic stroke in patients with atrial fibrillation. Ann Neurol. 2019;85(6):823-834. doi:10.1002/ana.25489
27. Xian Y, Xu H, O’Brien EC, et al. Clinical effectiveness of direct oral anticoagulants vs warfarin in older patients
with atrial fibrillation and ischemic stroke: findings from the Patient-Centered Research Into Outcomes Stroke
Patients Prefer and Effectiveness Research (PROSPER) study. JAMA Neurol. 2019. doi:10.1001/jamaneurol.
2019.2099
28. Fralick M, Colacci M, Schneeweiss S, Huybrechts KF, Lin KJ, Gagne JJ. Effectiveness and safety of apixaban
compared with rivaroxaban for patients with atrial fibrillation in routine practice: a cohort study. Ann Intern Med.
2020;172(7):463-473. doi:10.7326/M19-2522
29. Hylek EM, Singer DE. Risk factors for intracranial hemorrhage in outpatients taking warfarin. Ann Intern Med.
1994;120(11):897-902. doi:10.7326/0003-4819-120-11-199406010-00001
30. Thrift AG, McNeil JJ, Forbes A, Donnan GA. Risk of primary intracerebral haemorrhage associated with aspirin
and non-steroidal anti-inflammatory drugs: case-control study. BMJ. 1999;318(7186):759-764. doi:10.1136/bmj.
318.7186.759
31. Wong JM, Maddox TM, Kennedy K, Shaw RE. Comparing major bleeding risk in outpatients with atrial
fibrillation or flutter by oral anticoagulant type (from the National Cardiovascular Disease Registry’s Practice
Innovation and Clinical Excellence Registry). Am J Cardiol. 2020;125(10):1500-1507. doi:10.1016/j.amjcard.2020.
02.028
32. Inohara T, Xian Y, Liang L, et al. Association of intracerebral hemorrhage among patients taking non-vitamin K
antagonist vs vitamin K antagonist oral anticoagulants with in-hospital mortality. JAMA. 2018;319(5):463-473. doi:
10.1001/jama.2017.21917
33. United Nations. World Population Prospects: The 2020 Revision. Accessed October 11, 2020. https://www.un.
org/development/desa/pd/news/world-population-ageing-2020-highlights
34. Adelborg K, Grove EL, Sundbøll J, Laursen M, Schmidt M. Sixteen-year nationwide trends in antithrombotic
drug use in Denmark and its correlation with landmark studies. Heart. 2016;102(23):1883-1889. doi:10.1136/
heartjnl-2016-309402
35. Alcusky M, McManus DD, Hume AL, Fisher M, Tjia J, Lapane KL. Changes in anticoagulant utilization among
United States nursing home residents with atrial fibrillation from 2011 to 2016. J Am Heart Assoc. 2019;8(9):
e012023. doi:10.1161/JAHA.119.012023
36. Ho KH, van Hove M, Leng G. Trends in anticoagulant prescribing: a review of local policies in English primary
care. BMC Health Serv Res. 2020;20(1):279. doi:10.1186/s12913-020-5058-1
37. González-Pérez A, Gaist D, Wallander M-A, McFeat G, García-Rodríguez LA. Mortality after hemorrhagic stroke:
data from general practice (The Health Improvement Network). Neurology. 2013;81(6):559-565. doi:10.1212/
WNL.0b013e31829e6eff
38. Lovelock CE, Molyneux AJ, Rothwell PM; Oxford Vascular Study. Change in incidence and aetiology of
intracerebral haemorrhage in Oxfordshire, UK, between 1981 and 2006: a population-based study. Lancet Neurol.
2007;6(6):487-493. doi:10.1016/S1474-4422(07)70107-2
39. Flaherty ML, Kissela B, Woo D, et al. The increasing incidence of anticoagulant-associated intracerebral
hemorrhage. Neurology. 2007;68(2):116-121. doi:10.1212/01.wnl.0000250340.05202.8b
40. Thygesen LC, Daasnes C, Thaulow I, Brønnum-Hansen H. Introduction to Danish (nationwide) registers on
health and social issues: structure, access, legislation, and archiving. Scand J Public Health. 2011;39(7)
(suppl):12-16. doi:10.1177/1403494811399956
41. Johnsen SP, Ingeman A, Hundborg HH, Schaarup SZ, Gyllenborg J. The Danish Stroke Registry. Clin Epidemiol.
2016;8:697-702. doi:10.2147/CLEP.S103662
42. Pedersen CB. The Danish Civil Registration System. Scand J Public Health. 2011;39(7)(suppl):22-25. doi:10.
1177/1403494810387965
43. Rothman K, Greenland S, Lash T. Modern Epidemiology. 3rd ed. Wolters Kluwer Health, Lippincott Williams &
Wilkins; 2008.
44. Pottegård A, Schmidt SAJ, Wallach-Kildemoes H, Sørensen HT, Hallas J, Schmidt M. Data resource profile: the
Danish National Prescription Registry. Int J Epidemiol. 2017;46(3):798-798f. doi:10.1093/ije/dyw213
45. medstat. Accessed November 15, 2020. https://medstat.dk/en
46. Lynge E, Sandegaard JL, Rebolj M. The Danish National Patient Register. Scand J Public Health. 2011;39(7)
(suppl):30-33. doi:10.1177/1403494811401482
JAMA Network Open | Neurology Trends in Incidence of Intracerebral Hemorrhage and Association With Antithrombotic Drug Use
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380 (Reprinted) May 5, 2021 12/14
Downloaded From: https://jamanetwork.com/ on 05/06/2021
47. Reference Program for Behandling af Patienter Med Apopleksi og TCI. 2013. Accessed January 1, 2021. http://
www.dsfa.dk/wp-content/uploads/REFERENCEPROGRAMFINAL20131.pdf
48. Hald SM, Kring Sloth C, Agger M, et al. The validity of intracerebral hemorrhage diagnoses in the Danish
Patient Registry and the Danish Stroke Registry. Clin Epidemiol. 2020;12:1313-1325. doi:10.2147/CLEP.S267583
49. Lipsitch M, Tchetgen Tchetgen E, Cohen T. Negative controls: a tool for detecting confounding and bias in
observational studies. Epidemiology. 2010;21(3):383-388. doi:10.1097/EDE.0b013e3181d61eeb
50. Van Ganse E, Danchin N, Mahé I, et al. Comparative safety and effectiveness of oral anticoagulants in
nonvalvular atrial fibrillation: The NAXOS Study. Stroke. 2020;51(7):2066-2075. doi:10.1161/STROKEAHA.120.
028825
51. Yao X, Shah ND, Sangaralingham LR, Gersh BJ, Noseworthy PA. Non-vitamin K antagonist oral anticoagulant
dosing in patients with atrial fibrillation and renal dysfunction. J Am Coll Cardiol. 2017;69(23):2779-2790. doi:10.
1016/j.jacc.2017.03.600
52. Connolly SJ, Ezekowitz MD, Yusuf S, et al; RE-LY Steering Committee and Investigators. Dabigatran versus
warfarin in patients with atrial fibrillation. N Engl J Med. 2009;361(12):1139-1151. doi:10.1056/NEJMoa0905561
53. Giugliano RP, Ruff CT, Braunwald E, et al; ENGAGE AF-TIMI 48 Investigators. Edoxaban versus warfarin in
patients with atrial fibrillation. N Engl J Med. 2013;369(22):2093-2104. doi:10.1056/NEJMoa1310907
54. Lioutas V-A, Beiser AS, Aparicio HJ, et al. Assessment of incidence and risk factors of intracerebral hemorrhage
among participants in the Framingham Heart Study between 1948 and 2016. JAMA Neurol. 2020. doi:10.1001/
jamaneurol.2020.1512
55. Kronborg CN, Hallas J, Jacobsen IA. Prevalence, awareness, and control of arterial hypertension in Denmark.
J Am Soc Hypertens. 2009;3(1):19-24.e2. doi:10.1016/j.jash.2008.08.001
56. Barritt DW, Jordan SC. Anticoagulant drugs in the treatment of pulmonary embolism. a controlled trial.
Lancet. 1960;1(7138):1309-1312. doi:10.1016/S0140-6736(60)92299-6
57. Hart RG, Pearce LA, Aguilar MI. Meta-analysis: antithrombotic therapy to prevent stroke in patients who have
nonvalvular atrial fibrillation. Ann Intern Med. 2007;146(12):857-867. doi:10.7326/0003-4819-146-12-
200706190-00007
58. Baigent C, Blackwell L, Collins R, et al; Antithrombotic Trialists’ (ATT) Collaboration. Aspirin in the primary and
secondary prevention of vascular disease: collaborative meta-analysis of individual participant data from
randomised trials. Lancet. 2009;373(9678):1849-1860. doi:10.1016/S0140-6736(09)60503-1
59. Feigin VL, Lawes CMM, Bennett DA, Barker-Collo SL, Parag V. Worldwide stroke incidence and early case
fatality reported in 56 population-based studies: a systematic review. Lancet Neurol. 2009;8(4):355-369. doi:10.
1016/S1474-4422(09)70025-0
60. van Asch CJ, Luitse MJ, Rinkel GJ, van der Tweel I, Algra A, Klijn CJ. Incidence, case fatality, and functional
outcome of intracerebral haemorrhage over time, according to age, sex, and ethnic origin: a systematic review and
meta-analysis. Lancet Neurol. 2010;9(2):167-176. doi:10.1016/S1474-4422(09)70340-0
61. Gaist D, Wallander M-A, González-Pérez A, García-Rodríguez LA. Incidence of hemorrhagic stroke in the
general population: validation of data from The Health Improvement Network. Pharmacoepidemiol Drug Saf.
2013;22(2):176-182. doi:10.1002/pds.3391
62. Gaist D, García Rodríguez LA, Hellfritzsch M, et al. Association of antithrombotic drug use with subdural




eTable 1. List of Codes Used to Retrieve and Classify Data for the Study
eTable 2. Characteristics of Cases With Incident Intracerebral Hemorrhage and Their General Population Controls,
Denmark 2005-2018
eTable 3. Association of Antithrombotic Drug Use With Intracerebral Hemorrhage Stratified by Age and Sex
eTable 4. Use of Antiplatelet Drugs and Risk of Intracerebral Hemorrhage In Denmark Stratified by Recency and
Duration of Current Use, 2005-2018
eTable 5. Use of Anticoagulant Drugs and Risk of Intracerebral Hemorrhage in Denmark Stratified by Recency and
Duration of Current Use, 2005-2018
eTable 6. Current Use of Anticoagulants in Patients With Atrial Fibrillation and Venous Thromboembolism and Risk
of Intracerebral Hemorrhage in Denmark, 2005-2018
eTable 7. Current Use of Antithrombotic Drugs and Risk of Intracerebral Hemorrhage in Denmark, 2014-2018
JAMA Network Open | Neurology Trends in Incidence of Intracerebral Hemorrhage and Association With Antithrombotic Drug Use
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380 (Reprinted) May 5, 2021 13/14
Downloaded From: https://jamanetwork.com/ on 05/06/2021
eTable 8. Duration of Current Naive Use of Specific Anticoagulants and Risk of Intracerebral Hemorrhage in
Denmark, 2014-2018
eTable 9. Current Use of DOAC vs Current Use of VKA and Risk of Intracerebral Hemorrhage in Denmark
eTable 10. Dose of Current Use of Specific Anticoagulants and Risk of Intracerebral Hemorrhage in Denmark, 2014-
2018
eTable 11. Odds Ratios for Association of Antithrombotic Drug Use in Models With and Without Adjustment for
Socioeconomic Status, Denmark 2005-2016
eTable 12. Annual Number of Cases and Incidence Rate of Intracerebral Hemorrhage per 100,000 Person-years in
Denmark, 2005-2018
eTable 13. Incidence Rate Ratio of Intracerebral Hemorrhage in 2005–2011 Versus 2012–2018 Using Stroke
Registry and Patient Registry – for Entire Danish Population (5.8 Million) and Limited to Population of Western
Denmark (3.2 Million)
eTable 14. Incidence Rate of Verified Spontaneous Intracerebral Hemorrhage per 100,000 Person-years and
Prevalence of Use of Antithrombotic Drugs Among General Population Controls in Region of Southern Denmark,
2009-2017
eTable 15. Percentage of Cases and Their General Population Controls Classified as Current Users of
Antithrombotic Drugs, Denmark 2005-2018
eFigure 1. Incidence Rate of Intracerebral Hemorrhage in Denmark by Source Used to Identify Cases, Denmark,
2005-2018
eFigure 2. Incidence Rate of Intracerebral Hemorrhage by Source Used to Identify Cases, Western Denmark,
2005-2018
eFigure 3. Standardized Incidence Rates of Verified Spontaneous Intracerebral Hemorrhage (ICH) and Prevalence
of Antithrombotic Drug Use in Region of Southern Denmark, 2009-2017
eFigure 4. Annual Percentage of Current Use of Antithrombotic Drugs Among Cases With Intracerebral
Hemorrhage and Their General Population Controls, Denmark 2005-2018
JAMA Network Open | Neurology Trends in Incidence of Intracerebral Hemorrhage and Association With Antithrombotic Drug Use
JAMA Network Open. 2021;4(5):e218380. doi:10.1001/jamanetworkopen.2021.8380 (Reprinted) May 5, 2021 14/14
Downloaded From: https://jamanetwork.com/ on 05/06/2021
